LETTER To EdiToR a decrease in complications related to surgical dissection of the vein with better control of hemostasis, lower risk of vein and median nerve iatrogenic injuries, and reduction in operative time (data not yet published). Small side branches are dissected using absorbable 2/0 ligatures.
The mobilized vein is allocated to a subcutaneous layer pocket created through the fat tissue by means of harmonic scalpel, thus elevating the vein to a more superficial position and closing the aponeurotic fascia above its original bed with an absorbable running suture.
Mean operation time was 120 min (range 90-190). Some complications such as seroma, subcutaneous hematoma, pain in the forearm the first few days after the operation were treated medically.
Mean hospitalization time was two days. The primary, assisted-primary, and secondary patency rate at one-year follow-up was respectively: 70%, 90%, and 100%, over a period of follow-up of six months, similar to the patency rate reported previously by others authors (1) .
All AV fistulas were successfully used for hemodialysis treatment.
In our little experience, the mixed open/video assisted method proposed to perform this type of operation enables obtaining the same results of the open method and decreasing hospital stay and the complications related to surgical wound healing.
The disadvantage of this method is related to prolonged operative time that, although conducted exploiting the advantages of peripheral brachial plexus blockage (3), may cause some discomfort to patients.
In conclusion, this technique appears feasible and reproducible with a reduction in costs in terms of hospital stay and outpatient medications after hospital discharge but taking into account a significant increase in operative time probably because of the low number of cases treated that did not enable developing an optimal learning curve.
Video-assisted two-stage basilic vein transposition for creation of brachio-basilic arteriovenous fistulae
Editor,
We report our experience in a mixed minimally-invasive technique for the two-stage transposition of basilic vein on a small series of eight patients. The operative technique consisted of a modified endoscopic (1) approach for the two-stage transposition (2) . The intervention was performed under Brachial Plexus Block (3).
The basilic vein was first isolated at the cubital fossa of the forearm by means of Miccoli's instruments (Karl Storz Endoskope, Germany) and then the dissection proceeded with a 30° endoscopic device ( Fig. 1 A) , normally used for ligation of collateral from the saphenous vein 10 mm in diameter linked to a camera and a source of cold light. The device has a channel ( Fig. 1 B) for the insertion of operative instruments such as the harmonic scalpel (Ul-tracision™). The vein was mobilized by blunt dissection and coagulation under direct view (Fig. 2) . In our experience, the use of harmonic scalpel is associated with improved patency rate of the Brachio-Basilic AV fistula and JVA-D-11-00091 DOI: 10.5301/jva.5000066 
Fig. 2 -A) Small skin incision B) Initial vein isolation by means of Miccoli's instruments C) Endoscopic view of arterialized basilic vein D) Ligature of collateral E) Harmonic scalpel helps the dissection with optimal hemostasis of operative field F) Final isolation of basilica vein

